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Abstract
The purpose of this descriptive correlational study was to 
assess the magnitude of the relationship between perceiving 
oneself at risk for HIV infection and participating in 
behaviors associated with an increased risk for HIV among 
women. The Health Belief Model provided the theoretical 
framework for this study's examination of women's perception 
of risk and participation in risk behavior. The research 
questions addressed in this study were: What is the
perception of risk for HIV infection in women age 18-45?
What are the risk behaviors for HIV infection in women age 
18-45? The research hypothesis of this study was: There is
an inverse relationship between the perception of risk for 
HIV infection and participation in risk behaviors for women 
age 18-45. A convenience sample of women who received 
services at a local health department in Northwest 
Mississippi were surveyed using the
Knowledge/Attitudes/Behaviors HIV/AIDS Questionnaire. 
Descriptive statistics were generated to describe the 
demographic characteristics of the women participating in 
the study. Responses to the instrument were analyzed using 
Pearson r correlation procedures. There was a positive 
correlation demonstrated between perception of risk and IV
i i i
drug use (p = .01). A correlation was established at the 
.05 level of significance for perception of risk and number 
of sex partners in the past six months. Based on these 
findings, the hypothesis was rejected. The conclusions of 
this study were there is a direct correlation between 
women's perception of risk for HIV infection and 
participation in risk behaviors for HIV infection by women 
in this sample. Women who engage in IV drug use and women 
who have had multiple sex partners in the past six months 
have a high perception of their risk for the HIV virus. 
Perception of risk does not motivate women to change their 
sexual behavior. Women underestimate their risk for HIV 
infection, and education and knowledge have little effect on 
reducing risk behavior. Further research is recommended 
with a larger sample with a greater age and education range. 
Factors that shape or form perception of risk for HIV 
infection should be investigated as well as factors that 
motivate change in sexual risk behavior.
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Chapter I
The Research Problem 
More than 250,000 Americans have been diagnosed with 
Acquired Immune Deficiency Syndrome (AIDS), and more than a 
million are estimated to be infected with the Human 
Immunodeficiency Virus (HIV), the virus that causes AIDS 
(Center for Disease Control, 1993). The majority of people 
with AIDS are males, and until recently most Americans 
thought of AIDS as a men's disease, particularly gay men. 
Little has been done, however, to evaluate the extent that 
this epidemic has touched women. Only recently has research 
begun to evaluate the extent to which women are affected.
Women are now the fastest growing group of persons 
contracting AIDS. The number of cases of AIDS among women 
is increasing almost as fast as the number of cases aimong 
men. The Center for Disease Control (CDC) (1993) reported 
47,106 new cases of AIDS in the United States (U.S.) in 
1992. The 6,645 cases among females represented a 9.8% 
increase as compared to a 2.5% rise among males, who 
accounted for 40,461 cases. Thirty-nine percent of AIDS 
cases in women in 1992 were attributable to heterosexual 
contact, an increase of 42% since 1990 (CDC, 1993). There
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are more female than male cases of heterosexual AIDS 
transmission. AIDS is one of the five leading causes of 
death among women of reproductive age in the U.S. It is the 
leading cause of death among women of childbearing age in 
nine major U.S. cities (CDC, 1993). Black and Hispanic 
women account disproportionately for the number of women 
with AIDS, with 53% of all cases through 1992 reported among 
black women (Kelly and Holman, 1993).
These statistics do not completely reflect the extent 
of the HIV epidemic. There is a window, considered to be 
ten years, between initial infection and the development of 
AIDS. The number of reported AIDS cases is much smaller 
than the overall prevalence of HIV infection. This means 
that the AIDS cases today tell us what was happening a 
decade ago. HIV infection in women, therefore, is far more 
numerous than AIDS data indicate and more frequently due to 
heterosexual contact (Eckles, 1994).
The geographic distribution of AIDS cases in women is 
also changing. Early cases were reported from large urban 
areas. However, increasing numbers of AIDS attributable to 
heterosexual transmission are being reported in rural areas, 
particularly in Southeastern states (Chu, Berkleman &
Curran, 1992). In Mississippi, white males make up the 
majority of AIDS cases, but AIDS cases among females have 
dramatically increased. In 1991, ten percent of all 
Mississippi AIDS patients were females; in 1993, 18% were
females (Mississippi State Department of Health, 1993). 
Establishment of the Problem
Women remain the most frequently misdiagnosed and 
underserved population in the AIDS epidemic. Most AIDS 
research has been done on men; thus, there is limited 
knowledge about the course of HIV infection in women. 
Increasing evidence suggests that there are significant 
differences in the manifestations of the disease in women 
and men. In women, gender specific diseases such as 
cervical neoplasms, vaginal moniliasis and pelvic 
inflammatory diseases are affected by HIV infection, yet 
these problems were not included in the CDC definition of 
AIDS until October, 1992 (Smeltzer, 1992).
With no cure available for AIDS, prevention is of prime 
importance in controlling HIV infection. Perception of risk 
has been identified in some studies with the adoption of 
preventive health behaviors and health behavior change (Janz 
fit Becker, 1988). Perception of risk has figured implicitly 
in research and intervention aimed at reducing the spread of 
HIV infection. AIDS education programs are developed based 
on the belief that educating people to the risks and 
transmission modes of HIV encourages reduction in high-risk 
behavior. According to Prohaska (1990), identifying 
personal perception of risk is critical to intervention 
efforts. Increasing evidence based on AIDS prevention 
efforts suggests that heightened perception of risk does
4
result in behavioral change, although effects may diminish 
over time (Becker & Joseph, 1988). Other studies show that 
people may remain unaware of the risk of AIDS or the 
possibility of their becoming infected by the virus (Becker 
& Joseph, 1988). However, little is known about the 
relationship between perceiving oneself to be at risk for 
HIV infection and adopting behaviors to avoid risk for 
becoming infected with HIV, particularly among women. 
Although studies have found relationships between perception 
of risk and protective action, an understanding of the 
relationship between these two variables is limited 
(Weinstein, 1989). Almost no data exist on the extent of 
AIDS knowledge, perception of risk, specific sexual 
behaviors or risk reduction behaviors of women at risk for 
acquiring HIV infection (Weinstein, 1989). More is known 
about the AIDS knowledge, beliefs and behaviors of 
adolescents and college students across ethnic groups than 
is known about adult women of childbearing ages (Harrison et 
al., 1991). Research is needed to investigate the 
relationship between perception of risk and risk-taking 
behavior patterns in women.
Purpose of the Study
The purpose of this study was to assess the magnitude 
of the relationship between perceiving oneself at risk for 
HIV infection and participating in behaviors associated with 
an increased risk for HIV among women. Understanding
5
women's perception of risk and risk behaviors leads to the 
development of more effective strategies to empower women to 
protect themselves from HIV infection. Increasing women's 
level of perception of risk is likely to result in 
behavioral change.
Significance to Nursing
The results of this research study add to nursing's 
body of knowledge by providing data about factors associated 
with risk reduction for HIV infection among women. The 
research identifies perceptions and behaviors that increase 
risk for infection. The research also adds to the 
understanding of the relationship between perceived 
susceptibility and the adoption of risk reducing behaviors. 
This understanding will be helpful in increasing self- 
protective behavior, thus reducing risk for HIV infection. 
The knowledge gained from the research can be used in the 
development of appropriate prevention programs for women. 
Such programs should include strategies that increase 
perception of risk for HIV, help women determine their 
personal risk accurately and assist them to change risk 
behaviors.
The results of the research can contribute to the nurse 
practitioner's role in preventing HIV transmission by 
identifying information that can be used in educating and 
counseling women about HIV infection. The nurse 
practitioner providing primary care may use the results of
6
this study to develop risk assessment tools for use in 
clinical practice.
In the academic setting, nurse educators need to 
address the issue of HIV prevention to prepare students to 
adequately assist women to assess their risk and foster 
health promoting behaviors among individuals at risk for HIV 
infection. This research study used the Health Belief Model 
as the conceptual fraimework. The model has been used in 
much of the AIDS research, particularly prevention. The 
consistent use of this framework supports the concepts of 
the model and facilitates the understanding of risk behavior 
for HIV.
Theoretical Framework
The theoretical framework for this study was based on 
the Health Belief Model (HEM) (Becker, 1974). The HBM was 
developed to explain health related behaviors from a 
psychological perspective. It was first introduced in the 
1950s by Hochman, Leventhal, Kegeles, and Rosenstock.
The HBM provides a theoretical framework for 
understanding the dynamics of health behavior. The model 
attempts to explain and predict health related behavior in 
terms of certain belief patterns, perception of 
susceptibility to a disease or condition, perception of the 
severity of the consequences of the disease, the perceived 
benefits or barriers to preventive action, and the internal/ 
external stimuli that result in health behaviors practiced
7
by the person. The components of the model include 
individual perceptions, modifying factors and variables 
affecting the likelihood of taking action. The individual 
perceptions in the model are the beliefs about the 
seriousness of a specific disease and personal 
susceptibility (Rosenstock, 1974).
Perceived susceptibility is the individual's perception 
of how likely he or she is to contract a specific condition. 
Perceived susceptibility has been found to be a good 
predictor of an individual's willingness to engage in 
preventive behavior (Rosenstock, 1974). Perceived 
seriousness represents the severity of the consequences to 
an individual if he/she were to contract a health 
threatening disease (Rosenstock, 1966). According to Becker 
(1974), perceived susceptibility and seriousness combine to 
determine the total perceived threat or risk of the disease 
to an individual.
Perceived benefits and perceived barriers are the 
variables identified as affecting the likelihood of taking 
action. Benefits are the individual's beliefs about the 
effectiveness of recommended preventive actions. Barriers 
are the negative aspects of health actions such as 
inconvenience, expense and unpleasantness which serve as 
reasons for avoiding health actions (Rosenstock, 1974).
Modifying factors in the HBM affect the predisposition 
to take preventive action. These include a variety of
8
demographic, sociopsychological and structural factors which 
serve to condition the individual's perception of 
susceptibility, severity and benefits of taking action 
(Becker, 1974).
Perceived susceptibility is the individual's perception 
of how likely he or she is to contract a specific condition. 
This is important in understanding the difference in a 
woman's perception of whether or not her sexual behavior 
puts her at high risk for the HIV virus. Perceived 
seriousness represents the severity of the consequences a 
person believes she will suffer if she were to contract a 
health threatening disease. The seriousness of AIDS is well 
established; the seriousness of the disease contributes to 
the perception of risk. The HBM is a behavioral change 
model aimed at explaining the relationship between 
perception of risk and behavior change. The relationship 
between perception of risk for HIV infection and 
participation in risk behavior for HIV in women was the 
basis for this study. The HBM provided an appropriate 
theoretical framework for exploring the variables of 
interest.
Statement of the Problem
A scant amount of research has been conducted related 
to women and HIV. The percentage of AIDS cases in women 
attributed to sexual transmission, however, has more than 
doubled in the last nine years. Little is known about the
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relationship between a woman's perception of risk for HIV 
infection and avoiding risk for becoming infected with HIV. 
Therefore, the problem explored in this study was what is 
the magnitude of the relationship between perception of risk 
and participation in risk behaviors cimong women?
Research Questions
Two questions directed this research. The first was 
what is the perception of risk for HIV infection in women 
age 18-45? The second was what are the risk behaviors for
HIV infection in women age 18-45?
Research Hvpothesis
The hypothesis of this study was there is an inverse 
relationship between the perception of risk for HIV
infection and participation in risk behavior in women age
18-45.
Definition of Terms
For the purpose of this study, terms were defined as 
follows :
Perception of risk for HIV infection is self reported 
beliefs related to personal susceptibility to infection with 
the HIV virus. Operationally, perception of risk will be 
qualified by the Knowledge/Attitudes/Behaviors HIV/AIDS 
Questionnaire by those questions that ask respondents to 
identify personal risk.
Risk behaviors for HIV infection are behaviors which 
are known to produce significant danger of acquiring the HIV
10
virus. For the purpose of this study these behaviors are 
those included in the Knowledge/Attitudes/Behaviors HIV/AIDS 
questionnaire regarding sexual behavior practices- 
HIV infection is infection with the human 
immunodeficiency virus, the retrovirus that causes AIDS.
Women are females who are 18-45 years of age using the 
services of the local health department.
Assumptions
The assumptions of this study were as follows:
1. Women being surveyed are capable of assessing their 
risk for HIV infection.
2. Women being surveyed are heterosexual by 
preference.
3. Perception of risk for HIV is a phenomenon that 
can be measured.
4. Risk behaviors for HIV infection in women is a 
measurable variable-
Summary
This chapter provided an introduction to the problem of 
women and HIV infection. Little is known about the 
relationship between perceiving oneself to be at risk for 
HIV infection and adopting behaviors to avoid putting 
oneself at risk for becoming infected with HIV, especially 
among women. Research, therefore, was needed to investigate 
this relationship. This study investigated the magnitude of 
the relationship between perception of risk and
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participation in risk behavior among women. The HBM 
provided an appropriate theoretical framework for the study. 
The background of the study was described with the 
significance of the study to nursing. The research 
questions and hypothesis were stated, principal terms were 
defined, and the assumptions of the study were stated.
In Chapter II, current research related to perception 
of risk and risk behaviors among women is reviewed, and its 
relevance to this study is discussed. In Chapter III, a 
detailed description of the design of the study is given, 
revealing the empiricalization of the research problem. In 
Chapter IV, findings of the research and a summary of the 
outcomes of data analysis are presented. Chapter V presents 
the interpretation of the findings and the conclusions 
derived from the findings, with implications for nursing and 
future research.
Chapter II
Review of the Literature 
An extensive review of the literature revealed that 
research concerning HIV/AIDS has been targeted to select 
populations. AIDS research focusing on women has been 
limited. The review of the literature will present research 
studies which focus on AIDS related risk perception and 
sexual behaviors of women.
Williams (1991) conducted a qualitative needs 
assessment of women at risk. The study was conceptualized 
to develop a curriculum for women's AIDS education programs 
and provide a foundation for future research on women and 
AIDS. The researcher stated that although women were 
included among survey respondents in many studies, women 
were not targeted specifically. In addition, the survey 
questions did not center on AIDS issues of particular or 
exclusive interest to women. The purpose of the study was 
to understand the impact of the AIDS epidemic on the lives 
of women who are directly at risk for AIDS and how they 
integrate that knowledge into their daily lives, in order to 
develop sensitive, compassionate and culturally appropriate 
AIDS services for women. A qualitative exploratory research
12
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design was used to uncover information which might be missed 
when variables are preconceived and structured by the 
researcher. A purposive sample of 21 women was used to 
capture a wide range of perspectives because personal 
experience with AIDS was needed. The semi-structured 
interview schedule was developed with input and tested.
Data were analyzed for process, content and conceptual 
themes (Williams, 1991).
In the study, AIDS related issues for women were 
identified as perceptions of and concerns about recommended 
risk reduction behaviors that is, both sexual behaviors and 
behaviors related to injection use. Williams found that the 
perception of AIDS as both a serious and personal health 
risk motivated women to protect themselves from exposure to 
HIV infection. However, the balance between perception of 
risk and self-protective behavior was strongly influenced by 
specific contextual factors. When antibody status was 
unknown, the balance was more delicate and choice more 
difficult. Recommendations included the sharing of a message 
of hope in order to encourage women at risk to seek 
information and help. Previous public health messages about 
the seriousness of AIDS had been heard, but a pessimistic 
view of the prognosis contributed to fear of AIDS and 
limited participation in AIDS education and support 
activities (Williams, 1991).
AIDS is not a disease that discriminates by gender.
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ethnicity or sexual preference. However, the epidemiology 
of AIDS shows that minority women are disproportionately 
affected by the disease. Eversley et al. (1993) undertook a 
study to gather information about the ethnic distribution of 
behaviors that place women at increased risk for being 
sexually exposed to HIV and about the ethnic distribution of 
perceiving oneself at risk for HIV. They also examined the 
relationship of perceiving oneself at risk for HIV, 
reporting sexual behaviors associated with reducing risk for 
HIV infection, and avoiding risk for HIV infection.
A multiethnic successive sample of 267 female family 
planning clients attending Planned Parenthood clinics was 
used. The clients were assessed with a 72 item survey 
instrument in a face-to-face interview after the clinic 
appointment. The women were between 18 and 40 years of age 
and were attending the clinic for contraception, pregnancy 
testing and treatment of sexually transmitted diseases. The 
data were analyzed, using descriptive and inferential 
statistics (Eversley et al., 1993).
The researchers found that perceiving oneself at risk 
for HIV was associated with sexual risk taking behavior, 
such as having more than one sexual partner or having a 
primary sexual partner who has other partners. Although the 
researchers found no relationship between perceiving oneself 
at risk for HIV and using condoms, there was an inverse 
relationship between perceiving oneself at risk for HIV and
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verbally inquiring about a prospective sexual partner's 
sexual and IV drug using risk history. There were no 
significant ethnic differences in the total number of risks 
reported. The African-American women were more likely to 
report having a primary partner who has other sexual 
partners and to report having a sexually transmitted 
disease. Caucasian women were somewhat less likely to 
perceive themselves at risk compared with the women of other 
ethnic backgrounds. The researchers found no significant 
relationship between perceiving oneself at risk and engaging 
in any protective behaviors. There was an inverse 
relationship between perceiving oneself at risk and the 
partner screening behaviors which included asking about a 
partner's number of past partners and asking if a partner 
ever used IV drugs. No relationship appeared between 
perceiving risk and condom use. The recommendations of the 
researchers were that HIV risk interventions may need to 
focus on increasing interpersonal assertiveness and risk 
communication skills among sexually active women, as opposed 
to simple education about behaviors that expose women to 
infection. The findings of the study suggest that 
educating women with the goal of understanding the factors 
that increase the risk of becoming exposed to HIV will not 
lead to risk avoidance (Eversley et al., 1993).
The relationship between sexual risk-taking and 
perceiving oneself at risk for HIV has been observed in
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diverse populations. Hayes, Sharp and Miner (1989) 
conducted a study with seronegative pregnant women about 
their knowledge attitudes and beliefs about AIDS. The 
settings were two prenatal clinics in a large university 
affiliated hospital in a Southeastern metropolitan area. A 
convenience sample of 39 documented seronegative pregnant 
women was used. The interview schedule consisted of 
demographic data and questions related to risk status, 
knowledge and attitudes/beliefs about AIDS. Twelve 
questions were based on the concepts of the HBM which was 
the theoretical framework for the study. Descriptive 
statistics were used for analysis.
The data revealed a high proportion of women who had 
more than one route and/or source of potential exposure to 
HIV. This suggested that the composition of risk factors, 
not just risk status, needs to be explained to all pregnant 
women while stressing the need for safe sex practices. When 
known drug users were excluded, almost half of the nurse 
midwifery caseload interviewed was classified as high risk. 
This emphasized the importance of providing education and 
counseling to seronegative pregnant women. The data also 
suggested that women attending religious services regularly 
are more likely to be low risk. This finding raises the 
question of the role and impact of attending religious 
services in AIDS risk reduction. The need for education was 
apparent among all the participants. The findings supported
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the need for seronegative pregnant women to receive 
education and counseling about AIDS regardless of their risk 
status for acquiring HIV. In addition, women need support 
to identify their risk status for acquiring HIV (Hayes et 
al., 1989).
Risk behavior can result in the transmission of HIV. 
Research was conducted by Wasser, Aral, Reed and Bowen 
(1989) to determine the degree of participation in behaviors 
known to be associated with increased risk of HIV infection. 
The researchers felt that effective education and counseling 
programs required the identification and targeting of women 
at increased risk of infection. An anonymous risk 
assessment questionnaire was completed by participants.
Data were collected from 334 women who attended family 
planning clinics and 121 women who visited the STD clinic 
over a two month period. Criteria for inclusion in the 
family planning clinic were women who presented as new 
clients or for annual visits. In the STD clinic, only new 
clients were asked to participate. Questionnaires were 
completed before services were rendered.
Women were asked for demographic information and about 
their participation in behaviors known to increase the risk 
of HIV infection. Risk behaviors included sex within the 
past five years with bisexuals, IV drug users, persons with 
hemophilia or people known to be infected with HIV; receipt 
of blood transfusions; and use of IV drugs. In addition.
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women were asked about current contraceptive method, 
pregnancy status, number of sexual partners in the past five 
years and their history of STD (Wasser et al., 1989).
The data revealed that a relatively large proportion of 
women engaged in high risk behaviors; 30% of the family 
planning clinic clients and almost 45% of the STD clinic 
clients reported participation in at least one high risk 
behavior. A common combination in both clinic populations 
was a positive history of an STD and more than five sexual 
partners in the past five years. STD clients were 
significantly more likely to report participation in at 
least one high-risk behavior than were the family planning 
clinic attenders (P<.01). This association held for white 
women (P<.05), but was not significant for black women. 
Within the family planning population racial differences 
were significant only with regard to a history of an STD 
(Wasser et al., 1989).
The findings of this research indicated that women in 
both family planning and STD clinics reported high levels of 
participation in risk behavior and must benefit from risk 
reduction efforts. STD and family planning clinics provide 
access to women who may not seek other health care. The 
researchers recommend that every interface with women at 
risk for HIV transmission should be used to dispense 
information on risk reduction. To implement this 
recommendation effectively and evaluate educational and
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counseling progreuns, a population baseline level and an 
individual risk assessment should be established and changes 
in behavior monitored (Wasser et al., 1989).
Harrison et al. (1991) also surveyed women at risk for 
HIV infection in south Florida. Given the incidence and 
projections for HIV infection, they felt it was imperative 
to understand the issues and characteristics of women at 
risk for AIDS, and found almost no data on the extent of 
AIDS knowledge, specific sexual behaviors or other risk 
reduction activities of women at risk for acquiring HIV 
infection. The purpose of the study was to describe women 
at risk for HIV in south Florida and examine any differences 
in knowledge, risk behaviors and perceived vulnerability by 
race/ethnicity, age and education. The study was conducted 
during the first year of a larger, three year project 
designed to develop a cross- sectional description of women 
at risk for HIV infection and develop and evaluate 
interventions aimed at preventing AIDS.
Participants in the study were women from south 
Florida, recruited from county jails, detention centers, 
county public health units, sexually transmitted disease 
clinics, family-planning clinics and alcohol and drug 
treatment centers. The interviewers were trained by faculty 
and staff from the Florida State University School of Social 
Work (Harrison et al., 1991).
The sample consisted of 620 non-pregnant women. The
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ethnie racial composition was 314 American born black, 178 
Caucasian, 83 Hispanic, 31 Haitian and 13 other. This 
reflected the cultural diversity of the Miami area. Ages 
ranged from 18-53 with a mean age of 28.9 years. The 
researchers over-sampled ethnic minority women and poor 
women in an attempt to profile women at risk for HIV 
infection; however, the sample had comparatively small 
subsamples of Hispanic and Haitian women. The reliability 
and validity of the questionnaire were unknown. Analysis of 
the findings about AIDS knowledge found that Caucasian women 
possessed much greater knowledge than did other 
racial/ethnic groups, followed by the Hispanic and African- 
American women, respectively (Harrison et al., 1991).
Items from the sexual behavior and drug use portions of 
the interview were evaluated to determine the extent of risk 
behaviors in the sample. There was no significant 
difference on risk behaviors by age or education. Of the 
sample, 45 (33%) had engaged in IV drug use. In terms of 
unsafe drug use of their male partners, there was a 
statistically significant difference between race/ethnic 
groups. White respondents reported a larger percentage of 
this behavior than did other groups. However, actual 
numbers were small. In exeimining sexual behaviors, there 
was a consistent prevalence of unprotected sex with their 
main partners across race/ethnic groups. In general, women 
did not see themselves at risk for contracting the HIV
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virus. Seventy-one percent indicated they believed it very 
unlikely they would get AIDS in the next year and 19 percent 
described their chances as somewhat unlikely. No 
significant differences were found on the basis of 
race/ethnicity. More highly educated women were more likely 
to view themselves as vulnerable to HIV infection (Harrison 
et al., 1991) .
Overall, the results of the AIDS knowledge items 
indicated that the majority of women in the sample possessed 
a fair eimount of accurate information about AIDS and HIV 
infection. Among this sample, the primary mode of possible 
HIV infection appeared to be from heterosexual contact.
This finding is inconsistent with previous reports that 
identified IV drug use as the major mode of transmission 
among women and heterosexual contact as the second most 
common mode of transmission. This finding suggests 
significant geographic variability in transmission patterns 
and identifies the need for local analysis in planning AIDS 
prevention activities. The most disturbing finding was the 
lack of perceived vulnerability to HIV infection despite the 
prevalence of risky behaviors. This finding underscores the 
societal perception that AIDS risk exists only among small, 
identifiable groups (Harrison et al., 1991).
Harrison et al. (1991) recommended continued education, 
especially in the area of dispelling the myth about the 
disease and its transmission. Strategies are needed that
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can affect perceptions of risk and personal vulnerability 
and subsequent behavior change. They concluded that 
whatever had thus far been accomplished had not been very 
effective.
HIV infection is a worldwide problem, and principal 
modes of transmission worldwide are through sexual contact 
and sharing needles used intravenously. Projections 
concerning the AIDS epidemic in the United Kingdom indicated 
that heterosexual transmission would be the major route of 
transmission by the turn of the century. James Gillies and 
Bignell (1991) conducted a study to examine the relationship 
between perception of risk of HIV infection and risk related 
sexual behaviors in STD clinic attendees. A cross-sectional 
study of 767 patients attending the Genitourinary Medicine 
Clinic over a three month period was conducted. Consecutive 
adults aged 16 years and older, attending clinic for the 
first time, or reattending with a new episode of infection 
at least six months from the last attendance were asked to 
complete a confidential questionnaire. The 12 page 
questionnaire covered socio-demographic details, knowledge 
and attitudes to HIV/AIDS and self reported sexual behavior.
Statistical analyses were performed for the total 
sample and for heterosexuals separately. Non-response bias 
was evaluated, and no significant differences were found 
between respondents and nonrespondents for socio­
demographic, referral or diagnostic criteria. Differences
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in proportions were analyzed using Chi-square tests. The 
relationship between self-reported sexual behavior and 
perceived risk of HIV transmission associated with that 
behavior was analyzed using Mantel-Haenzel stratified 
analysis where numbers allowed. A total of 574 
questionnaires, representing a response rate of 75%, were 
suitable for analysis (James et al., 1991).
The majority of respondents in the sample reported 
behaviors which increased the risk of HIV infection, but 
only 19% of the sample perceived themselves personally at 
risk. There were no significant differences in age or 
social group for perception of risk for the total sample.
An age effect was, however, seen in heterosexual women; 
those aged 26-35 years (8%) perceived themselves at risk, a 
smaller proportion than in younger or older age groups of 
women. No significant differences were found for knowledge 
scores in relation to personal perception of risk. The 
results of the study showed that the majority of 
participants were at increased risk of HIV infection due to 
frequent reporting of multiple sexual partners, high risk 
sexual behaviors and the fact that over 50% of the sample 
had an STD. Only 19% perceived themselves as at risk for 
HIV infection, despite knowledge concerning HIV transmission 
and methods of risk reduction. James et al. (1991) 
recommended smaller scale interventions to alter perceptions 
of risk and reduce high risk behavior, particularly among
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high risk populations.
While there is some AIDS research focusing on women, it 
is limited. This investigator found no research on women 
and AIDS in a Southeastern rural area or any studies in a 
rural area that focused on AIDS risk perception or risk 
behaviors. This study provides knowledge about these areas. 
The studies in AIDS research presented in the review of the 
literature suggest the need for nurses and other health care 
providers to provide accurate education and intervention 
based on the specific needs of women. The results of the 
studies indicate that women do not follow recommended safer 
sex practices and are at risk for HIV infection. Efforts 
aimed at increasing women’s level of perception of risk are 
more likely to result in behavioral change. Research has 
indicated that information alone has not reduced risk 
behavior. The study will add to the body of knowledge about 
women's perception of risk and risk behaviors for HIV 
infection. This knowledge is needed to develop effective 
strategies to empower women to change risk behaviors.
Chapter III 
The Method
The purpose of this study was to assess the magnitude 
of the relationship between perceiving oneself at risk for 
HIV infection and participating in behaviors associated with 
an increased risk for HIV among women. In this chapter, the 
methods used to collect data to examine the relationship 
between the variables of interest are described. The 
empiricalization of the problem is described, as is the 
design of the study, setting, population, sample, and data 
analysis.
Design of the Study
A descriptive correlational design was used to describe 
the findings and determine the magnitude of the relationship 
of perceiving oneself at risk for HIV infection and 
reporting behaviors associated with an increased risk for 
HIV infection among women age 18-45. Since the aim of the 
study was to describe the relationship between the variables 
of perceived perception of risk and participation in 
behaviors associated with an increased risk for HIV 
infection rather than cause and effect relationship, a 
descriptive correlational design was suitable. In a
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descriptive correlational study the investigator has no 
control over the independent variables, making it impossible 
to infer a cause and effect relationship (Polit & Hungler, 
1991).
Setting, Population and Sample
The setting for this study was a health department of 
the Mississippi State Department of Health located in a 
county in Northwest Mississippi. The agency offers primary 
health interventions as well as preventive and treatment 
programs to county residents. The health department treats 
a large number of sexually active women.
The population encompassed women who came to the health 
department for pregnancy testing, family planning services. 
Women, Infants and Children (WIG) certification and 
treatment of gynecological problems. A convenience sample 
was selected to avoid interruption of the established flow 
of the clinic. A clinic staff member identified those women 
who were seeking the above services for the researcher. The 
women were approached by the investigator, the purpose of 
the study was explained, and the women were asked if they 
wished to participate in the study. Those women who 
consented to be in the study and signed the written consent 
were the target sample. The target sample was 60. The 
criteria for inclusion in this study were women between the 
ages of 18-45 years who had signed a written consent and
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were seeking services for themselves as listed above. 
Instrumentation
The basis for the instrument used in this study was the 
survey instrument from Ball State University entitled 
Knowledge/Attitudes/Behaviors HIV/AIDS Questionnaire (Ryan, 
Jones & Irvine, 1992). The survey was written by Marilyn 
Ryan, Ed., RN; Lorraine Jones, MSN, RN; and Phyllis Irvine, 
PhD, RN, Ball State University, Muncie, Indiana. Permission 
was granted for use for "not-for-profit" educational 
purposes.
A descriptive section of the questionnaire addresses 
demographic characteristics, sources of information about 
AIDS, methods of prevention, and selected risk factors. The 
instrument has three subscales: knowledge, attitudes, and
behaviors. The questionnaire was developed by the 
investigators, and reliability was determined to be r=.8622 
for knowledge, r-.7972 for attitudes and r=.6625 for 
behaviors on a test and retest study. Content validity was 
determined by a panel of experts.
The questionnaire was modified by the researcher for 
the purposes of the study. (Appendix A) The modification 
consisted of adjusting the information requested to suit the 
population. The modified questionnaire consisted of four 
parts. The first section pertained to demographic 
information about age, race, marital status and education. 
Seventeen questions were included in the second part of the
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questionnaire, which included knowledge and perceived 
seriousness of HIV/AIDS. The questions were phrased to be 
answered yes or n o .
The third section of the questionnaire consisted of 
nine questions about attitudes and beliefs and utilized a 
Likert scale. This section included two questions on 
perceived susceptibility to HIV infection. The last part of 
the questionnaire contained thirteen questions pertaining to 
participation in behaviors known to increase the risk of HIV 
infection and protective behaviors for avoiding risk. Three 
questions based on the concepts.of severity and perception 
of risk from the Health Belief Model were added. The 
modified questionnaire was reviewed by a committee of 
experts for content validity and clarity. In addition, the 
questionnaire was tested, using a pilot group of six women 
meeting the selection criteria for the study.
Data Collection
Permission to conduct this study was first obtained 
from Mississippi University for Women Institutional Review 
Board (Appendix B) and the Mississippi State Department of 
Health Institutional Review Committee (Appendix C).
During the time of data collection the investigator 
ascertained from the clinic reception staff those women who 
were attending the clinic for pregnancy testing, family 
planning services, WIC certification or treatment of 
gynecological problems. The investigator approached the
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women, explained the study and invited them to participate 
in the research. The anonymity of participants was 
explained and assured by the investigator before obtaining 
their signed consent form. The investigator obtained a 
written consent form (Appendix D) from each participant.
The investigator then gave each participant directions and 
the survey instrument to complete. The survey instrument 
was placed by the participant in a designated box when 
completed.
Every precaution was taken to protect the 
confidentiality and anonymity of participants. The consent 
forms were filed separately from the questionnaires. The 
questionnaires were anonymous, requiring neither name nor 
code. The participants were instructed to deposit the 
questionnaires in a collection box. The questionnaires were 
collected at a later time by the investigator.
Limitations
This study was limited by the use of a convenience 
sample which limits the generalizability of the findings. 
While random sampling would have been the more appropriate, 
given the restraints of the setting and the need to be the 
least disruptive of staff time, the sampling frame selected 
was considered the least disruptive. The questionnaire was 
limited in that it was self administered and the data were 
not validated. The modified instrument was not tested for 
test-retest reliability. While the original questionnaire
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was deemed to have adequate reliability, the modified 
questionnaire was not tested for reliability. The external 
validity was also limited by the small sample size.
Methods of Data Analysis
A descriptive profile of the participants was developed 
from the descriptive statistics generated. Descriptive 
statistics included measures of central tendency, 
variability and frequency distributions for the variables in 
the study.
Two research questions were proposed in this study. The 
quantitative analysis was directed by these questions and 
the hypothesis for the study. The first research question 
was what is the perception of risk for HIV infection in 
women age 18-45? This question was answered using 
descriptive statistics to determine the percentage of women 
who perceived themselves to be at risk for HIV infection and 
how they were characterized.
The second research question was what are the risk 
behaviors for HIV infection in women age 18-45? This 
question was answered using descriptive statistics relative 
to the behaviors participated in as surveyed in the 
questionnaire. Descriptive statistics of participants' 
responses to all items on the instrument used to determine 
perception of risk and participation in risk behaviors were 
generated to further clarify the answers to the research 
questions.
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The research hypothesis for the study was that there is 
an inverse relationship between the perception of risk for 
HIV infection and participation in risk behavior in women 
age 18-45. The Pearson product moment correlation statistic 
was calculated to determine the magnitude of the 
relationship between perception of risk for HIV infection 
and participation in risk behavior in women age 18-45. This 
statistical analysis measures the magnitude of the 
relationship between variables and therefore was appropriate 
for this study.
Summary
A descriptive correlational design was chosen for this 
study in which the relationship between perception of risk 
for HIV infection and participation in risk behaviors of 
women was explored. The setting, population, methods of 
data collection and analysis were described. In the 




The purpose of this study was to assess the magnitude 
of the relationship between perception of risk for HIV 
infection and participation in behaviors associated with an 
increased risk for HIV infection in women age 18-45. The 
study also addressed two research questions. The first 
question was what is the perception of risk for HIV 
infection in women? The second question was what are the 
risk behaviors for HIV infection in women age 18-45? In 
this chapter a description of the sample including an 
overview of the demographic variables and results of the 
analysis to test the study's hypothesis and questions are 
presented.
Description of the Sample
The data for this study were derived from a survey 
questionnaire designed to measure knowledge, attitudes, 
perceptions and risk-related behaviors of women with regard 
to HIV/AIDS. The sample was drawn from a population of 
women age 18-45 who used a local county health department in 
Northwest Mississippi for health services. The sample (N = 
60) included women meeting the criteria for inclusion in
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the study who visited the health department during May,
1994.
The mean age for the participants was 25 years, with a 
range of 18-41 years. Distribution of the sample by age can 
be seen in Table 1.
Table 1
Age Distribution of the Sample
Age n %
19 and younger 12 20
20 - 29 35 59
30 - 39 10 16
40 and older 3 5
The ethnic distribution of the participants was 
assessed. All participants were either Caucasian or African 
American. Additionally, marital status and level of 
education of the participants were examined. The majority 
of the women were single (70%) and had at least a 12th grade 
education (70%). Specific distribution of these variables 
can be seen in Table 2.
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Table 2




African American 53 88
Marital Status





8th grade or less 3 5
9th grade 4 7
10th grade 4 7
11th grade 7 12
12th grade or higher 42 70
Results of Data Analysis
Two research questions were used to guide this study. 
Descriptive statistics were generated to answer the research 
questions.
The first research question was what is the perception
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perception of risk for HIV infection in women age 18-45?
Two questions on Part III of the research instrument 
Knowledge/Attitudes/Behaviors HIV/AIDS Questionnaire 
(Appendix B) were utilized to answer the question.
Statements 27 and 30 specifically asked the participants to 
respond on a four point Lickert scale how threatened they 
felt and how likely they believed they were to become 
infected with the AIDS virus. Distribution of the responses 
to these questions on the research instrument can be seen in 
Table 3. Forty-five percent of the women surveyed did not 
feel personally threatened by the risk of getting the AIDS 
virus; 55% felt threatened. Eighty-six percent of the 
respondents felt they had a low or no chance of becoming 
infected with the AIDS virus.
Table 3
Response to Statements Regarding Threat and Chance of 
Getting the AIDS Virus
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Statement Response F %
Do not feel Strongly Agree 8 14
threatened Agree 18 31
about risk of Disagree 20 34
AIDS virus. Strongly Disagree 12 21
Chance of High 3 5
becoming Medium 5 8
infected with Low 32 53
the AIDS virus. None 20 33
The second research question was what are the risk 
behaviors for HIV infection in women age 18-45? Part IV of 
the Knowledge/Attitudes/Behaviors HIV/AIDS Questionnaire 
research instrument contained 10 items utilized to answer 




Responses to Questions Regarding Risk Behaviors for HIV 
Infection
Question Yes No Didn't Ask
F % F % F %
Ever injected drugs 1 2 57 98 N/A
Ever shared needles 
Ever had unprotected
60 100 N/A
sex with IV user 
Sex partner have 
sex with other
57 97 2 3
women 
Sex partner have 
sex with other
8 14 44 76 8 14
man
Ever had unprotected 
sex with partner
0 0 58 97 2 3
with HIV virus 1 2 59 98 — —
Additionally, Part IV included questions about multiple 
sex partners, sexual preference and condom use. There were 
six nonrespondents to the question that asked about number 
of sex partners in lifetime. One hundred percent of the 
women surveyed reported heterosexual contacts only, for the
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past six months. Distribution of responses to these 
questions on the research instrument may be seen in Table 5. 
In addition, the respondent's history of sexually 
transmitted disease was asked in Part II of the survey 




Responses to Questions Regarding Multiple Sex Partners, 
Condom Use and History of Sexually Transmitted Disease
Behaviors Response Number %
Number of sexual 1 11 18
partners (life) 2 5 8
3 - 5 29 48
More than 5 9 15
Nonrespondents 6 10
Number of sexual None 3 5
partners(last six 1 45 75
months) 2 10 17
3 - 5 2 3
More than 5 — —
Use of latex condom No sex 3 5




Had sexually Yes 17 28
transmitted disease No 43 72
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The Knowledge/Attitude/Behaviors HIV/AIDS Questionnaire 
consisted of four parts; Part I identified demographics; 
Part II, knowledge about HIV/AIDS; Part III surveyed 
attitudes toward HIV/AIDS and included the items which 
assessed threat of infection and perception of risk. Part 
IV assessed risk behaviors for HIV/AIDS.
Knowledge of HIV/AIDS was assessed by Part II. 
Participants responded yes or no to questions and statements 
regarding knowledge about HIV/AIDS. Possible scores ranged 
from 0 to 14, higher scores indicated greater knowledge.
This section also included a question about the seriousness 
of HIV/AIDS. Ninety-eight percent of the women surveyed 
responded yes to the question: People who get AIDS usually
die from it. Range of correct responses to knowledge 
questions may be seen in Table 6.
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Table 6
Percent of Correct Responses to Knowledge Questions







Additionally, participants revealed from which sources 
they learned most about HIV/AIDS. Thirty-four, or 57% 
learned most from TV/radio while only 8 or 13% gained 
information from scientific journals, 18 or 30% 
cited magazines or other sources. No one indicated 
newspapers as a source of knowledge.
Attitudinal patterns toward HIV/AIDS were assessed in 
Part III of the research instrument by eight items. These 
items asked the participants to respond on a four point 
Lickert scale whether they agreed or disagreed with the 
statement. Distribution of the response to these questions 




Question Agree Agree Disagree Disagree
F % F % F % F %
Should be taught 
about HIV/AIDS 
in school 54 90 6 10
Willing to be 
in same class 15 25 30 50 10 17 5 8
Believe condom 
effective to 
prevent HIV 23 38 29 48 8 13
Would attend 
party given 
by PWA 12 22 27 45 12 20 8 13
HIV/AIDS not 
a problem in 
community 2 4 2 4 15 26 38 67
Not threatened 
by risk of HIV 8 14 18 31 20 34 12 21
Moral obligation 
to tell partner 
have HIV 47 80 10 17 2 3
Uncomfortable 
discussing condom 
before sex with 
new partner 6 10 4 7 12 20 38 63
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The Pearson product moment correlation was used to 
determine the relationship between perception of risk for 
HIV infection and participation in risk behavior. From the 
analysis, it appeared there was a strong positive 
correlation between perception of risk and IV drug use (p = 
.01). There also appeared to be a positive correlation 
between perception of risk and increased number of partners 
in the past six months (p = -05). These correlations may be 
seen in Table 8. The research hypothesis was not supported 
by the data; therefore, it was rejected.
Table 8
Correlation of Perception of Risk for HIV and Risk Behavior 
for HIV Infection
Perception of Risk N IV Drug # Sex Partners
Use (6 months)
Chance of Getting
HIV 58 .4098** .2172*
Note. ** p = .01. * p = .05.
Additional Findings
The results of the analysis showed a strong positive 
correlation of women’s history of sexually transmitted 
disease and awareness of partners having had sex with other 
women (p = .01). There was a negative correlation 
approaching significance (p = .055) of knowledge and having
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unprotected sex with a partner with HIV. With this group of 
women, there was no correlation of perception of risk for 
HIV infection with age and knowledge.
Summary
This chapter presented the results of data analysis 
using descriptive statistics and Pearson product moment 
correlation. Results of the data collection were described 
in narrative and table format. The research hypothesis was 




The purpose of this descriptive correlational study was 
to assess the magnitude of the relationship between 
perceiving oneself at risk for HIV infection and 
participating in behaviors associated with an increased risk 
for HIV among women. The Health Belief Model provided the 
theoretical framework for this study. This chapter presents 
a discussion of the findings in relation to the research 
questions and hypothesis. Also included are conclusions, 
implications for nursing and recommendations derived from 
the study.
The research questions addressed in this study were: 
What is the perception of risk for HIV infection in women 
age 18-45? What are the risk behaviors for HIV infection in 
women age 18-45? The research hypothesis of this study was: 
There is an inverse relationship between the perception of 
risk for HIV infection and participation in risk behaviors 
among women age 18-45. The participants were a convenience 
sample of women who received services at a local county 
health department in Northwest Mississippi.
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The Knowledge/Attitudes/Behaviors HIV/AIDS 
Questionnaire was the research instrument used to collect 
data. Descriptive statistics were generated to describe the 
demographic characteristics of the women participating and 
answering the research questions. The Pearson product 
moment correlation was used to determine the relationship 
between perception of risk for HIV infection and 
participation in risk behavior for HIV infection.
Summary of Findings
The sample (N = 60) included primarily African American 
women (8 8 %) between 18 and 41 years of age, with a mean age 
of 25. The majority of the women were single (70%) and had 
at least a 12th grade education (70%).
The first research question was: What is the
perception of risk for HIV infection in women age 18-45?
The results of data analysis identified that 45% of the 
women surveyed did not feel personally threatened by the 
risk of getting the AIDS virus. Fifty-six percent felt 
threatened. Eighty-six percent of the participants felt 
they had a low or no chance of becoming infected with the 
AIDS virus. Eight percent felt they had a medium chance and 
5% a high chance.
The second research question was : What are the risk
behaviors for HIV infection in women age 18-45? Ten risk 
behaviors were assessed. The results of data analysis 
demonstrated the following behaviors. One participant (2%)
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admitted to drug use; there were three nonrespondents to 
this item. None of the participants reported unprotected 
sex with an IV drug user; 14% reported their partners had 
sex with other women and 14% reported not asking partners 
about this behavior. Ninety-seven percent of the 
participants reported their partners did not have sex with 
other men, one participant (2 %) reported unprotected sex 
with a partner with the HIV virus.
The number of sex partners was also assessed. Eighty 
percent of the participants reported having had two or more 
sexual partners in their life. During the past six months 
20% reported having had two or more partners. The 
assessment of condom use demonstrated 33% of the 
participants never used a condom. Thirty-nine percent 
reported condom use sometimes or never. A history of having 
had a sexually transmitted disease was reported by 17% of 
the participants. Additional findings indicated the women 
surveyed had a good knowledge of HIV with a mean score of 
12.2 of a possible score of 14. Ninety-eight percent of the 
participants were aware of the seriousness of HIV/AIDS. In 
addition, 8 6 % responded they believed a latex condom 
properly used was effective in preventing the spread of the 
AIDS virus. Eighty-three percent responded they were not 
uncomfortable discussing condom use with a new partner. The 
findings also indicated an awareness of the problem of 
HIV/AIDS in the community and 100% felt students should be
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taught about HIV/AIDS in school.
As a result of data analysis, the following findings 
were identified. There was a positive correlation 
demonstrated between perception of risk and IV drug use 
(p = .01). A correlation was established at the .05 level 
of significance for perception of risk and number of 
partners in the past six months. Based on these findings 
the hypothesis was rejected.
Data analysis also demonstrated a positive correlation 
of women’s history of sexually transmitted disease (STD) and 
awareness of partners having sex with other women (p = .0 1 ). 
There was a negative correlation approaching significance 
(p = .055) of knowledge and having unprotected sex with a 
partner with the HIV virus.
Discussion
The results of this study suggest that there was a 
positive correlation between perception of risk and risk 
taking behaviors in this group of women. In particular, the 
findings from this study indicated that the women who 
engaged in two identified risk behaviors, IV drug use and 
multiple sex partners in the past six months, had a high 
perception of their risk for the HIV/AIDS virus. While 
there was a significant statistical correlation of a history 
of STD and knowledge of a partner's having sex with other 
women, there was no significant correlation of perception of 
risk for HIV/AIDS with having had an STD or with partners
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having sex with other women.
The results of this study supported the findings of 
previous research by Eversley et al. (1993) who found that 
women who perceived themselves at risk for HIV infection 
were more likely to report high risk behaviors for HIV 
infection and perception of risk did not motivate women to 
engage in low risk behaviors. Harrison et al. (1991) and 
James, Gillies and Bignell (1991) also found that women did 
not see themselves at risk for HIV infection despite the 
presence of risky behaviors. Wasser et al. (1989) found a 
high participation in risky behaviors among women they 
surveyed. Perception of risk has been suggested as an 
important element of sexual behavior change among people who 
engage in behaviors which place them at risk of HIV 
infection (Becker & Joseph, 1988). However, this current 
research study as well as that of Eversley et al. (1993) did 
not support this. Williams (1991) found that the perception 
of AIDS as a serious and personal health risk motivated 
women to protect themselves from exposure to risk, but that 
perception of risk was strongly compromised by contextual 
factors.
The majority of women in this study reported behaviors 
which increased their risk for HIV infection, but 33% of the 
participants felt they had no chance of becoming infected 
with the HIV virus and 53% a low chance of becoming 
infected. Five percent felt they had a high chance of
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becoming infected and 8 % a medium chance. Those women who 
perceived themselves to be at high risk for becoming 
infected with the HIV virus were more likely to report high 
risk behaviors; therefore it appeared that the perception of 
risk did not motivate them to avoid high risk behaviors.
This sample of women had an adequate knowledge of HIV 
transmission and methods of risk reduction, yet the data 
suggested that this had little effect on reducing risk 
behaviors for HIV infection in this sample. However, women 
with poor knowledge were more likely to participate in such 
risk behavior as unprotected sex with a partner with the HIV 
virus.
It appears that perception of risk is not enough of a 
deterrent of risk taking behavior. Significant 
relationships or other forces influencing behavior may have 
been stronger determinants of risk behavior than perception 
of risk. Multiple sex partners in the past six months 
correlated with a high perception of risk for the HIV virus, 
but the significance of this finding is difficult to 
determine. It was not known if women were engaging in risk 
behaviors before or after becoming aware of the risk for HIV 
infection. The relationship of perception of risk to risk 
behaviors in this research study was based on a small sample 
size; thus, results may not be representative of the general 
population. In addition, 20% of the participants in this 
research study were 18 and 19 years of age. It has been
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suggested that younger people may be less likely to change 
their sexual behavior due to perceptions of invulnerability 
(James et al. 1991). This perception of invulnerability may 
have been a factor in the participants of this research 
study.
The data demonstrated that women were getting HIV/AIDS 
education but could not utilize this knowledge to reduce 
risk taking behaviors. Hayes, Sharp and Miner (1989) found 
in their study that educating women with the goal of 
understanding the factors that increase the risk for HIV 
infection does not lead to avoidance of risk taking 
behaviors. Women need support to identify their personal 
risk for acquiring HIV. The women in this study did not 
perceive themselves to be at risk despite reported high risk 
behaviors.
Risk needs to be a personal reality. Nurse 
practitioners as educators and counsellors need to develop 
techniques that aid women to recognize their own risk. Risk 
needs to be a personal reality that empowers women to change 
behavior to avoid infection with the HIV virus. In order to 
do this, nurse practitioners need to know how people come to 
perceive themselves at risk.
The Health Belief Model (HBM) provided the theoretical 
framework for this study. Perceived seriousness of a 
particular disease is one component of the HBM. In this 
study, 98% of the participants knew that people who get AIDS
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usually die from it. Perceived susceptibility to 
contracting a serious disease is another component of the 
HBM. In this study 8 6 % of the women felt they had no chance 
or a low chance of becoming infected with the HIV virus. 
Perceived susceptibility and seriousness combine to 
determine the perceived risk of a disease to an individual. 
In this study the general lack of perceived susceptibility 
to HIV infection, despite the knowledge of its seriousness, 
was disturbing. The threat of personal susceptibility or 
vulnerability was not present in this sample. This 
suggested that women in this seunple may be overly optimistic 
regarding their invulnerability to HIV and underestimate 
their risk for HIV infection. Dispelling the myths of 
invulnerability may be a key to effectively changing sexual 
behavior.
The HBM was an effective theoretical framework for this 
study. Participants indicated an awareness of the 
seriousness of the disease. Eighty-six percent of the 
participants felt little or no risk for the disease. If 
there is no perception of risk, there is no need to change 
behaviors. However, in those participants who had a high 
perception of risk, the perception did not motivate for 
change of behavior. The concepts of the HBM do not address 
how a person comes to perceive risk for a disease.
Realistic personal perception of susceptibility and personal 
estimates of risk are necessary for behavioral change.
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In the course of conducting this research study, there 
were additional limitations encountered with the research 
design. The convenience sample chosen may not have 
adequately represented the characteristics of this 
population of women. In particular, the smallness of the 
sample size limited the generalizabi1 ity of the findings 
beyond the sample. In addition, the sample was somewhat 
biased as the women had a relatively high level of education 
and knowledge of HIV/AIDS.
The findings reflect the limitations of the assessment 
instrument, as well as those inherent in a self report type 
of survey. The design of the instrument contained Likert 
type questions as well as other type questions. This could 
have been confusing to subjects and influenced responses. 
Conclusions
Based on the results of this study, several conclusions 
were made.
1. There was a direct correlation between perception 
of risk and participation in risk behaviors by women in this 
sample.
2. Women who engaged in IV drug use and women who had 
had multiple sex partners in the past six months had a high 
perception of their risk for the HIV virus.
3. Perception of risk did not motivate women to change 
their sexual risk behaviors.
4. Women underestimated their risk for infection with
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the HIV virus.
5. Education and knowledge had little effect on 
reducing risk behavior.
Implications for Nursing
A number of implications for nursing were derived form 
this study.
Research. This research study contributed to nursing's 
body of knowledge about factors associated with risk 
reduction for HIV infection among women. Additional 
research is needed to understand how people come to perceive 
themselves at risk for disease, particularly HIV infection. 
Research is also needed to develop strategies that can be 
used to aid individuals to recognize their own risk for 
infection, empower behavior change and foster health 
promoting behaviors.
Practice. The advanced practice nurse providing 
primary care can use this information to assess risk for HIV 
infection, counsel individuals and assist them in realizing 
their vulnerability to infection by participation in risk 
behaviors. The information from this study can be used in 
the development of prevention and treatment programs for 
women. Interventions should be directed at young people 
before they have established patterns of behavior.
Education. In the academic setting, nurse educators 
must address the issues related to HIV infection to prepare 
students to adequately assist women to assess their risk and
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empower them to change risky sexual behaviors. Findings 
from this study may be used to demonstrate to students the 
low perception of risk many clients have about contracting 
the HIV virus.
Theory. The HBM has been used in much of the AIDS 
research, particularly prevention. The use of this 
framework supports the model and facilitates the 
understanding of risk behavior and behavior change. This 
study served to validate the findings of previous research 
which has been done using the HBM.
Recommendations for Further Study
Based on the findings of this study, a number of 
recommendations may be made for further nursing research.
1. This study should be replicated with a larger 
sample that includes a broader age span and education range.
2. Further research should be conducted to investigate 
factors that shape or form perception of risk for HIV 
infection.
3. Further research should be conducted to investigate 
factors that motivate change in sexual risk behavior.
4. This study should be replicated with a group of 
women who utilize private practice physicians.
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Please Read each question carefully. Circle the letter that 
matches your answer.
1. What is your age ___________




3. What is your marital status?
a. Single




4. What is the highest grade you completed in school?__________
Part II











7. Have you ever been told by a doctor or nurse that you had a 
sexually transmitted disease (STD) such as genital herpes, 




8 . HIV is a virus that causes AIDS.
a . Yes
b. No
9. Do you know where to get tested to see if you are infected 
with the AIDS virus?
a . Yes
b. No
10. AIDS is a disease caused by HIV.
a . Yes
b. No
11. Can a person get HIV/AIDS from donating blood?
a . Yes
b. No
12. Can a person get HIV/AIDS from having a blood test?
a . Yes
b. No
13. Can a person get HIV/AIDS from using public toilets?
a . Yes
b. No
14. Can a person get HIV/AIDS from being in the same class with 
a student who has the AIDS virus?
a . Yes 
b • No
15. Can the AIDS virus be transmitted to another by an individual 
who does not show any signs of having the infection?
a . Yes
b. No
15. Can a pregnant woman who has the AIDS virus infect her unborn 
baby with the virus?
a. Yes
b. No
17. Can people protect themselves from becoming infected with the 
AIDS virus by using condoms?
a . Yes
b . No
18. Can a person get infected with the AIDS virus by sharing 
dishes, utensils, glasses, or food with an infected person?
a . Yes
b . No
19. Can a person get the AIDS virus by sharing needles for drug 
use with someone who has the AIDS virus?
a . Yes
b. No



















24. I believe that a latex condom (rubber), properly used, is 
























28. I believe individuals have a moral obligation to inform their 





29. I would feel uncomfortable discussing the use of a condom 












31. Have you ever talked about HIV/AIDS with a friend?
a . Yes
b . No
32. Have you ever talked about HIV/AIDS with your sex partner?
a . Yes
b . No
33. Have you ever injected (shot up) cocaine, heroin, or other 
drugs into your body? 5 3
a . Yes
b . No
34. Have you ever shared needles to inject (shoot uup) drugs?
a . Yes
b . No
35. How many sex partners have you had in your life? ____________






e . More than f ive
37. In the last six months who have you usually had sex with?
a. male only
b. female only
c. male and female
38. If you have had any sex in the last six months, how often was 
a latex condom used?





39. Have you ever had unprotected (without a condom) sex with 
someone who uses needles to shoot up drugs?
a . Yes
b . No
c. Did not ask
40. Does your sex partner have sex with other women?
a . Yes
b . No
c. Did not ask
41. Does your sex partner have sex with other men?
a . Yes
b. No
c. Did not ask
42. Have you had unprotected sex (without a condom or rubber) 
with a partner who has the HIV virus?
a . Yes
b . No
c. Did not ask
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Title of Study: Relationship Between Perception of Risk for
HIV Infection and Risk Behavior in Women
My name is Sister Eileen Breen. I am a registered nurse 
attending graduate school at Mississippi University for 
Women.
AIDS is a serious health problem in our country. I am 
interested in knowing if women think they are at risk for 
getting infected with HIV, the virus that causes AIDS, If 
you agree to this study you will be asked some questions 
about what you know, how you feel and how you behave in 
relation to HIV/AIDS. The information you give will help 
nurses develop new ways women can reduce their risk of 
infection.
There is no known risk to the study. You will not be 
individually identified in the study. The answers you give 
will only be seen by myself. You will not be asked for your 
name on the questionnaire. Your participation or refusal to 
participate will in no way affect the care you receive.
It is important that you answer the questions honestly based 
on what you really know, feel or do.
If you are willing to be in the study you are asked to sign 
this consent paper. This paper will not be attached to th^ 
questionnaire. No one will know that you answered the 
questions, nor how you answered them. Your answers will be 
used only for the purpose of the study.
I understand the above and agree to be in this study.
I understand I am free to change my mind about being in this 
study at any time and that I will not be pressured into 
answering the questionnaire.
Date:____________ Signature:______________________
I have explained this study to the participant on the date 
given and explained to her that the information will be 
useful for education purposes and her identity will be 
anonymous.
Date :   Signature :
